One in four clients discharged from an acute care facility to a skilled nursing facility (SNF) required readmission to the hospital within 30 days. Neuman, Wirtalla & Werner believe that two-third of those readmissions are avoidable. Reducing the frequency of rehospitalization from short-stay care is essential for two primary reasons: 1) Clients are exposed to hospital-acquired infections that lead to increased comorbidities, and 2) potentially avoidable hospitalization will decrease the amount of funding distributed by Medicare. The setting for the proposed change initiative was a for-profit, nondenominational SNF in Missouri. Of the 120 beds, 16 were devoted to short-stay care. The convenience sample included four registered nurses and eight licensed practical nurses who had agreed to participate in the pilot. The purposive sample included short-stay clients. Interventions implemented at the pilot skilled nursing facility are components of the validated INTERACT quality improvement program. INTERACT (Appendix A) is comprised of several tools designed to assist and guide front-line staff in early identification, assessment, communication, and documentation about acute changes in client condition. Measured results examined the effectiveness of the proposed intervention. The outcome being assessed in the project was the number of avoidable hospital admissions after implementation of the INTERACT quality initiative tools. The long-term objective for the pilot was a 2% decrease in client rehospitalizations from the short-care unit during the eight weeks of practice implementation. The clinical question for the proposed practicum project was, "For the nursing staff on a short-term rehab unit, does the implementation of an evidence-based patient evaluation tool, INTERACT lead to a reduction in avoidable hospital admissions?".
Introduction
Reducing hospital-acquired conditions and decreasing the number of avoidable rehospitalization are targeted goals of federal health care reform. Vulnerable populations being cared for in skilled nursing facilities (SNF) are often subjected to unnecessary emergency room visits and rehospitalizations. Not only do these actions play a part in healthcare costs inflation, hospital-acquired complications and increased morbidity and mortality rates occur because of avoidable visits to an acute care facility. According to Ouslander, Bonner, Herndon, and Shutes, Medicare and Medicaid may save billions of dollars if unnecessary hospital admissions decrease over the next several years (2014) [1] .
Interventions to Reduce Acute Care Transfer (INTERACT) is a quality initiative implemented by many skilled nursing facilities in the United States, Canada, the United Kingdom, and Singapore. Consistent use of the program has been associated with a 24% reduction in rehospitalizations of nursing home clients over a six-month period [1] [2] . The purpose of the proposed clinical practice change process was to determine if implementing components of the INTERACT program at the SNF would reduce unnecessary rehospitalizations of clients from the short-stay care unit. The project proposal provides an overview of how INTERACT is used to successfully decrease unessential rehospitalizations. Information on the significance of the problem as it relates to a higher than the national percentage of rehospitalizations associated with not using a quality program such as INTERACT is presented. Practice recommendations and the plan to implement the proposed change process are discussed with the goal being preventing unnecessary hospitalizations when safe to do so [3] .
Significance of the Practice Problem
A needs assessment was conducted at the skilled nursing facility. The administration reported the facility has a higher percentage of rehospitalizations from short-care stay than the national average: 26.7% compared to 21.1% nationally (Figure 1 ).
Knowing that distribution of funds by Medicare is determined by the facility's rehospitalization rate and level of improvement, the skilled nursing facility's leaders sought a quality change process that will decrease the percentage of hospitalizations. Leadership focused on reducing unnecessary rehospitalizations from short-stay care for primarily two reasons: 1) Clients are exposed to hospital-acquired infections that lead to increased comorbidities, and, 2) avoidable rehospitalizations will decrease the amount of funding distributed by Medicare.
Centers for Medicare and Medicaid Services (CMS) issued the final rule for The VBP plans established a 2% withhold to SNF Part A payments that can be partially earned back based on a SNF's rehospitalization rate and level of improvement. This measure is claim-based, requiring no additional data collection or submission burden for SNFs. The measure is based on 12 months of data compiled by CMS [4] .
Researchers that study avoidable hospitalizations among the nursing home population use various definitions and conditions that are potentially avoidable and could be treated at the skilled nursing facility. This is feasible if the nursing staff is skilled in providing care and conduct reliable and accurate assessments.
Polniaszek, Walsh & Weiner [5] [7] . In some cases, rehospitalization rates were higher for nursing home clients than the geriatric population in the community. Approximately $972 million was spent on avoidable rehospitalizations from skilled nursing facilities in New York alone [6] .
Skilled nursing facilities are facing financial penalties for unnecessary rehospitalizations of Medicare clients. Facility leadership will need to reevaluate their ability to provide safe quality care to clients with complex needs [8] . Determining needs for additional training of nursing staff is essential for staff to care for the frailer client with comorbidities. Along with this, leadership of the skilled nursing facilities will need to avoid accepting clients with physical and mental needs the nursing staff is not familiar with until training and education are provided. There are many factors and incentives that influence the decision to hospitalize long-term care clients that are considered by nursing staff (Figure 2) when making the decision to transfer the client to the hospital [3] . This is not to say nursing staff should avoid rehospitalization of all clients.
Such decisions may result in unintended outcomes such as deterioration in condition leading to death [9] . Skilled nursing facility staff have to demonstrate above average assessment skills to prevent unnecessary rehospitalizations.
Nursing staff must perform ongoing assessments with appropriate communication of the assessment findings to healthcare providers as acute changes of clients are discovered. Assessments and dissemination of the findings to the healthcare provider must be performed professionally with the use of validated tools.
The ACA requires CMS to establish regulations for quality assurance performance improvement (QAPI) for skilled nursing facilities. Section 6102 of the Affordable Care Act also requires CMS to provide "technical assistance, tools and resources for providers promulgating the new regulation" [1] . 
Theoretical Frameworks
McEwen identified Benner's Model of Skill Acquisition in nursing as helpful as it defines the importance of retaining and rewarding clinical expertise in practice settings [10] . Using Benner's Model as a conceptual framework, continued studies have been done to determine the achievement of the nurse in decision-making skills. It is also common to utilize Benner's applicability in the development of procedures and protocols for orientations of new nurses and new graduates [10] . Benner's primary philosophical argument is that skill achievements are quicker and safer when experience-based and the nurse has a firm educational foundation. Nursing skills and application of those skills allow the nurse to focus on establishing skilled nursing interventions within the scope of practice while using effective critical thinking skills within the practice setting [11] .
Benner's model explains that as a nurse advances through the levels of novice to expert, changes are mirrored in three aspects of skill performance. One, the individual shifts from depending on abstract principles to the use of past concrete experiences. Secondly, there is a change in the learner's outlook of the situation, where it is seen less as distinct equal pieces and more as a whole where only certain parts are significant. Lastly, the individual changes from an outside observer of the situation to an engaged performer [12] .
Novice or beginner nurses are not able to practice safely related to lack of experience in the area they are expected to perform. They lack experience, knowledge, and training and are not able to conduct a high-quality condition assessment. Novice nurses do not communicate client information in an effective manner to the healthcare provider [11] .
Advanced beginner nurses are developing knowledge. They continue to require support as they begin to assess clients safely and effectively. Advanced beginner nurses still take cues from the more experienced nurse [13] .
Competent nurses demonstrate efficiency and are confident in their abilities to provide safe care to the client. Competent nurses have been on the job 2 -3 years. Problem solving becomes easier and appropriate decisions are made in the client's best interests [13] .
The proficient nurse provides holistic care and has learned from previous experiences. Proficient nurses establish care priorities and manage time well. They have developed intuition and demonstrate deep understanding of wholeness. They are analytical and provide high-quality safe client care [13] .
According to Alligood, Benner describes clinical nursing practice by using an interpretive phenomenological approach [14] . Dr. Benner maintains that there are excellence and power in clinical nursing practice that can be visible through articulation research. In addition, Benner defines skill and skilled practice to mean implementing skilled nursing interventions and clinical judgment skills in actual clinical situation [11] [15] . Skilled activities are often thought of as less Open Journal of Nursing than intellectual but these activities are dependent on embodied knowing. Benner believes that competency assessment should be established in actual practice, under pressure, and over time, and related to patient outcomes [11] . Benner's philosophy easily provides the framework for a hospital-based quality improvement innovation study.
The Joanna Briggs Institute (JBI) Model of Evidence-based Healthcare ( Figure   3 ) provides a framework for evidence-based practice (EBP) set in healthcare evidence. The model defines EBP as "clinical decision-making that considers the best available evidence; the context in which the care is delivered; client preferences; and the professional judgment of the health professional" [16] . The JBI model conceptualizes the process of improving health outcomes through the understanding and translation of knowledge into the clinical arena. The center of the JBI model focuses on feasibility of the proposed intervention, appropriateness of the intervention to the situation, meaningfulness to the group providing them with a positive experience, and effectiveness of the intervention in achieving the desired outcomes [16] .
The model acknowledges that innovative and new information occurs with both primary and secondary research. Systematic reviews are essential to identify knowledge gaps in clinical practice. Research does not always exist for every intervention or process. Healthcare providers and other clinicians must still make care decisions and continue searching for evidence to generate safe decision-making.
Evidence implementation is a purposeful set of activities developed to engage key stakeholders. Presenting research evidence to decision makers is conducive to sustain ability of quality improvements [16] . 
Methods and Data
The setting for the proposed practice change was a for-profit corporation, non-denominational skilled nursing facility located in Missouri, United States. The capacity of the SNF was 120 beds of which 16 were devoted to short-stay care. The convenience sample consisted of four registered nurses (RNs) and Open Journal of Nursing Comparison of pre-and post-hospitalizations from short-care stay was conducted after implementation of the INTERACT program. There was no standardized method in place to assist nursing staff with client evaluation or in giving the condition information to the healthcare provider. The comparison for this project was pre-and post-intervention data collected from CMS. The nurse manager reported that a standardized evaluation and handoff tool was not used by nursing staff and has led to high percentages of hospitalizations from the short-care unit. The evaluation instruments for this project also consisted of pre-and post-implementation survey 11 item 5-point Likert-type scale where five indicated the participant strongly agreed and one indicated strongly disagree. This formative tool was used to establish participants' confidence in knowledge of INTERACT and their confidence in recognizing changes in the client condition. The summative evaluation instrument was the same survey and data analysis. The SPSS program was utilized for data analysis. A paired t-test was applied to evaluate rehospitalizations pre-and post-implementation of INTERACT using the Acute Care Transfer Log worksheet.
The assessed outcome was the number of avoidable hospital admissions after implementation of the INTERACT quality initiative components. The long-term objective for the pilot was a 2% decrease in client re-hospitalizations from the short-care unit during the eight weeks of practice implementation.
Analysis and Results
The effect on a number of rehospitalizations over three periods: the mean rate of rehospitalizations at the end of November 2016 was 66%, during February and March 2017 was 16% (pre-implementation), and during April and May 2017 was 60.5% (post-implementation) (Figure 4 ). Agency management explained that some of the differences among the three rates are the differences in acuity of residents and in family preferences for the residents. Client care acuity was considerably lower in February and May 2017. Results indicated at least a 5.5% reduction in rehospitalizations was achieved from November 2016 compared to April May 2017 when client acuity levels were higher.
Twelve licensed nursing personnel participated in both phases of the project with four registered nurses and eight licensed practical nurses. Based on data, there were no statistically significant differences on any of the items used to Open Journal of Nursing evaluate the INTERACT program.
Although there were no statistically significant differences, there were increases in the mean scores on the items related to Table 1 . Two things are well known in writing about survey items. One is social desirability answers: it is difficult to reveal weaknesses. Secondly, there is the response set bias where participants put one answer for all items without reading. The statistician believed the first is more likely with this survey since some items required reverse scoring.
Discussion and Conclusion
Current literature supports the need for the proposed project for evaluation a quality initiative to implement all or some of the INTERACT tools and strategies for decreasing potentially unnecessary hospital transfers for nursing home clients. Consistent and structured communication improves nursing staff's ability to observe, report, act, and communicate information appropriately to the healthcare provider to avoid hospitalization [3] . The search of literature also revealed that specific chronic disease processes such as pneumonia, hypertension, diabetes mellitus, and congestive heart failure often result in potentially avoidable hospital admissions [3] . Evidence does support implementation of tools and strategies to communicate in a structured manner using a tool such as SBAR to achieve beneficial results [18] .
The significance of the problem of higher than state and national percentages as it relates to client transfers to hospitals is related to a nonstandardized process. Validated tools available from the INTERACT quality initiative program may reduce avoidable rehospitalizations from skilled nursing facilities. Establishing and consistent use of a standardized set of tools at the practicum facility may improve quality of care, reduce avoidable hospitalization CMS scores, and decrease client exposure to hospital-acquired infections. An improvement in the reduction of rehospitalizations scores determines reimbursement rate for skilled nursing facility payments as provision set by the Affordable Care Act.
Implementation of the INTERACT program that is in the practicum facility will meet the needs and requirements of the facility's leadership as well as nursing staff at the microlevel of the organization.
INTERACT is a validated quality improvement program that provides struc- 
